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N 000| Initial Comments N 000
An annual Licensure survey and complaint Laughlin Healthcare Center
investigation #28182 were completed on acknowledges during the Annual
November 28-30, 2011, at Laughlin Health Care Licensure Survey and Complaint
Center. No deficiencies were cited under Investigation # 28182, completed on
Chapter 1200-8-8, Standards for Nursing Homes. November 28-30, 2011, no deficiencies
were cited under Chapter 1200-8-6,
Standards for Nursing Homes.
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